We report a case of a 47-year-old male undergoing endoscopic removal of a third ventricular colloid cyst. After uneventful surgery, the patient remained drowsy and was transferred to the intensive care unit for supportive care. In the postoperative period, the patient developed hydrocephalus due to clot in the region of the cyst. A posterior fossa haematoma and further neurological deterioration complicated external ventricular drainage, presumably due to sudden intracranial hypotension. Gradual ventricular decompression is recommended to reduce the risk of this complication.
Endoscopic techniques have gained popularity in neurosurgical practice. Minimally invasive procedures are expected to be associated with a low rate of perioperative complications. However, a literature search revealed a large number of complications in association with neuroendoscopic procedures 1 . We report development of a posterior fossa haematoma after neuroendoscopic excision of a third ventricular colloid cyst. The iatrogenic complication occurred as a result of post-endoscopic hydrocephalus which is known to occur after neuroendoscopy.
CASE HISTORY
A 47-year-old male weighing 75 kg was admitted to our neurosurgery ward with a history of vertigo and right upper limb paresthesia for the last two years. On neurological examination the patient had an abnormal gait with postural imbalance and a tendency to fall. His medical history was remarkable for hypothyroidism for which he was receiving eltroxin 50 g od. Magnetic resonance imaging revealed a third ventricular colloid cyst. All his routine investigations were within normal limits. His thyroid cardiovascular and respiratory systems were unremarkable. The patient was scheduled for an elective endoscopic excision of the cyst.
The procedure was performed under general anaesthesia. Intraoperative monitoring included ECG, pulse oximetry, arterial blood pressure, capnography, concentrations of anaesthetic gases and nasopharyngeal temperature. The intraoperative surgical and anaesthetic course was uneventful. A rigid neuroendoscope device was used for the procedure. A burr hole was performed to reach articulating arm to prevent unexpected and hazardous movements. The rinsing solution (Ringer's lactate) used was maintained at temperature of about 37°C. A thick-walled cyst with viscid semisolid material in the cavity was located and excised. However, the cyst capsule could not be removed because of adherence to the thalamostriate vein. At the end of a two-hour procedure, neuromuscular blockade was reversed with neostigmine 0.05 mg/kg and glycopyrrolate 0.01 mg/kg. As the patient remained drowsy and did not respond to verbal commands, the trachea was not extubated. He was transferred to the neurosurgical intensive care unit for ventilatory and supportive care.
with his motor response falling from localisation to pain to withdrawal to pain. Computed tomography showed a clot in the region of the cyst accompanied by gross hydrocephalus. External ventricular drains were placed in both ventricles for decompression. The patient did not improve neurologically and developed bilateral ptosis, probably because of brainstem compression. A repeat scan performed CASE REPORT Anaesthesia and Intensive Care, Vol. 35, No. 4, August 2007 two hours later showed a posterior fossa haematoma along with a reduction in the size of ventricles. The patient was again taken to the operating theatre for a left paramedian craniectomy and haematoma evacuation.
leaks, chronic subdural haematomas, traumatic basilar artery aneurysm and hydrocephalus 1 . The development of haematoma in the posterior fossa following a neuroendoscopic procedure is an unusual no similar complication. The haematoma may have resulted from sudden intracranial hypotension after the placement of external ventricular drains. Sudden decompression of the ventricles in the supratentorial compartment may have caused disruption of the bridging veins in the infratentorial compartment, leading to formation of posterior fossa haematoma.
Iatrogenically induced intracranial hypotension is a known phenomenon. It results from inadequate within the cranial vault and causes the brain to sag into the skull base. It may be seen in association with overt trauma, post-craniotomy, post-lumbar puncture and dehydration 2,3 .
The primary reason for delayed awakening in our patient was development of hydrocephalus. This could be attributed to the residual cyst and small amount of intraventricular bleed intraoperatively. Placement of the external ventricular drains was situations may be done gradually and in a controlled manner.
